
B. Robbins, who could find no evidence of
scarlet fever and a diagnosis of toxic erythema
was made. That night the temperature went
to 105° and the white count to 32,000. The pa-
tient's condition seemed desperate. Suddenly
at 1 a.m., he began to perspire and did so so

profusely that his bed had to be changed three
times during the night. At 9 a.m., the tem-
perature was normal and remained so until
discharge twelve days later. Patient has re-

mained perfectly well ever since, has gained
weight, and shows no ill effects from his almost
overwhelming but fortunately short-lived
toxemia.

The points of especial interest in this case

are the following:
a. Finding of a recently given turpentine

enema free in the abdominal cavity, its en-

trance being through perforation in the cecum

where a completely gangrenous appendix had
been sloughed off. The question may, of course,
be raised as to whether or not the turpentine
enema did not actually produce the perforation
or at least hasten it by several hours.

b. Recovery from general peritonitis and
three secondary hemorrhages occurring as late
as the eighth, seventeenth, and twenty-first
days after operation.

c. Later finding of "virgin" peritoneum
with no adhesions even after so severe a peri-
tonitis.

d. Unusually late, overwhelming, but short
toxic erythema with sudden onset and equally
sudden recovery.

CONGENITAL CYSTIC KIDNEY:
REPORT OF CASE.

By H. Green, M.D., Boston,

Junior Assistant Visiting Physician, Children's
Hospital.

[From the Medical Service of the Children's Hospital.]

In looking over the records of the Children's
Hospital |I have fofund only three cases of
congenital cystic kidney. It is a rare condi-
tion in infancy. The condition is usually
found bilateral. The contents of the cyst are

usually clear but may be tinged with blood
pigment. Virchow believed that the condition
was one of retention cysts due to fetal nephri-
tis. Another theory is that the condition rep-
resents a true developmental anomaly, with the
formation of cysts instead of normal renal tis-
sue (Ranvier).

A third theory is that the condition is due
to the failure of the developing tubules to
unite with the corresponding glomeruli or an
excess of either glomeruli or tubules and cyst
formation in the supernumerary structures.1
If the kidneys are of normal size, as they

may be, there will be no symptoms. If the
kidneys are large the condition will be consid-
ered among the abdominal tumors of infancy.
The prognosis depends on the amount of par-
enchyma involved. In the tumor type death
usually occurs in early infancy.2
Report of Case : E. G, two years old. Came

to the Out-Patient Department of the Chil-
dren's Hospital.
Family History. Only child of healthy par-

ents. No exposure to T. B. or contagious dis-
ease. One miscarriage before child was born.
Past History. Full term, normal delivery.

Birth weight, 6VL> pounds. Breast fed six
months. Since that time was fed on mixtures
of proprietary foods and condensed milks.
Present Illness. Past eight months child has

had spells of "getting blue," coming usually
in the morning. Has had them every day for
the past week. Usually last fifteen minutes.
Mother has also noticed a yellowish-white dis-
charge on the diaper. Urine has been dirty
white. Eyes have been puffed, but mother has
not noticed that the body was swollen. Ap-
petite good. Cough for past two weeks.

Fig. 1.
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Fie. 2.

Physical Examination. Very flabby. Fon-
tanelle closed. Throat reddened, no glandular
enlargement. Chest respiration noisy as though
there was some obstruction. Lungs clear. No
râles. Heart sounds regular, no murmurs.

Abdomen held tense; legs in position of knock
knee.

On account of peculiar respiration child was
sent to the throat room. No foreign body in
throat or lungs.

•

X-ray taken. Interpretation:
Trachéal stenosis from thymic pressure. One
month later child entered hospital in a mori-
bund condition. Family and past history as
above. Was admitted to hospital wards. His
tory- At birth was a very pink red baby, had
no blue attacks. Between nine months and one
year of age parents noticed that child became
definitely blue at times and seemed lifeless.
These attacks have continued at varying inter-
vals. For the most part they have been no-

ticed during defecation. These attacks of blue-
ness were at about one month intervals. Two
months later had an attack of blueness and the
doctor found it was due to marked diffi-
culty in respiration. Came to the Out-Patient
Department one month later and was breath-
ing hard at this time. X-ray was taken at this
time and diagnosis of trachéal stenosis from
thymic pressure was made and she was

referred to the x-ray department for thera-
peusis. She was given four treatments, the
last one five days previous to entrance. The
week previously the child was so well,
treatment was omitted. Since the last treat-
ment the breathing has become worse. For
two days previous to admission the child
seemed much worse. Has had a cold the past
few days.
Physical Examination. Well developed and

nourished child, exceedingly sick, looks pale

and lips are blue. Extremities cold, pulse very
weak. Temperature 96. Respiration labored
and noisy, most marked stridor being on ex-

piration. Head, normal size and shape; ante-
rior fontanelle closed and depressed. Ears
negative. Nose, pinched expression ; alae nasi
dilating with each inspiration ; slight serous
discharge. Eyes, pupils slightly dilated and
react to light, Mouth, normal ; throat clean.
Neck, no stiffness; glands slightly enlarged.
Chest, well arched, symmetrical, equal expan-
sion. Lungs, no dulness, no abdominal breath
sounds, no râles. Heart, normal size, no mur-
murs. Abdomen, level, soft, tympanitic, no

tenderness, small mass lower right quadrant,
hard, about the size of a walnut and movable.
Liver edge 1-1.5 em. below costal border.
Spleen not felt. Kidneys were not felt. Geni-
talia negative. Extremities normal. Reflexes
normal. Ophthalmoscopic examination normal.
Carbon dioxide tension (Marriott and Howland
method) 10-15. Catheter specimen of urine:
Milky, cloudy, acid, 1003 ; sugar, 0 ; acetone, 0 ;
albumin, positive; microscopic examination,
broken down pus cells. Child was given stimu-
lation but did not respond, and died.
Autopsy. Four hours post mortem. Body

is that of a poorly nourished, poorly developed
child. Length 75 cm. Skin is smooth, elastic
and pale, except for slight lividity of the back.
Parietal eminences are prominent. Anterior
fontanelle is closed and depressed. Pupils are

equal and measure 4 mm. No discharge from
nose or ears. No palpable nodes in neck.
Epiphyses are enlarged at the anterior end of
the ribs, and the lower ends of the bones of
the forearm and the lower legs. There is
slight anterior bowing of the lower legs 4 cm.
above the ankles. Rigor mortis is present.
Abdominal cavity: Subcutaneous fat is pale

yellow, 4 mm. thick. Omentum is scanty and
contains a small amount of yellow fat. Intes-
tines are pale, and distended with gas and
contain numerous firm fecal masses, particu-
larly the cecum. Appendix is small, 6 cm. in
length, with a long mesentery. Peritoneum is
smooth and glistening. There is no free fluid.
Diaphragm is at the fifth interspace on the
left, and at the fifth rib on the right. Pleural
cavities: No free fluid. Pleura is smooth
and glistening. There are no adhesions.
Pericardial cavity: No free fluid. Pericardium
is smooth and glistening.
Heart: Weight, 50 grams; tricuspid valve,

2.4 cm. ; pulmonary valve, 1.8 ; mitral valve,
2.1; aortic valve, 1.5; left ventricle 0.3;
right ventricle, 0.1. Heart muscle is firm
and deep red in color. Endothelium is
smooth and glistening. Cruor clot fills
all chambers. Heart valves are all trans-
lucent and smooth. Coronary arteries are

patent. Subpericardial fat is scanty. Peri-
cardium is smooth and glistening.
Lungs: Surface is smooth and shiny,
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dark red, mottled with brown. Cut sur-
face is pink and exudes a frothy fluid
on pressure. Lungs are crépitant through-
out. Bronchi contain a little mucus, but
their lining is smooth and pale, and they con-
tain no foreign bodies.
Organs of the neck: Tongue is moist

and red, with many firm nodules 2 to
4 mm. in diameter on its upper surface near
the base. Tonsils are firm, pale, 5 mm. across.

Epiglottis is 9 mm. long and covers a trachéal
opening 4 mm. across. Trachea is empty and
its lining smooth, white and glistening.
Thymus extends down in front of the trachéal
bifurcation for 3 cm. on each side, in thick-
ness it is 2 to 3 mm.

Spleen: Weight, 27 grams. Surface is deep
purple, glistening, and slightly wrinkled.
There are five notches along the outer border
3 to 5 mm. deep. Cut surface is dark red with
a delicate tracery of fine white lines and tiny
gray dots between them.
Gastrointestinal tract: Oesophagus is of uni-

form diameter throughout, its lining is smooth
and white. Stomach is of moderate size, free
from adhesions; its outer surface is smooth
and pink, its inner pale and plicated. Intes-
tine is thin-walled, pink, and in its lower por-
tion the Peyer's patches are present. Lining
of cecum is red, that of the colon, pale. Mes-
enteric lymph-nodes are numerous, firm, and
average 7 mm. in diamter.
Liver: Weight 250 grams. Surface is

smooth, shining, and dark purple. Consistency
is firm. Cut surface is chocolate-brown with
the lobules standing out as brown spots. Gall-
bladder is small and thin-walled. Bile-duets
are patent.
Pancreas is firm and of good size. Cut sur-

face is yellowish, with white lobulations.
Adrenals are 2.5 cm. in length. Cut surface

shows the normal markings distinctly.
Kidneys: Each measure 6.5 cm. from pole to

pole, average 2.5 cm. in width and 2.5 cm. in
thickness. Foetal lobulations have persisted.
Capsule is adherent, leaving an uneven, reddish
surface. On section, the cortex is 5mm. thick in
places, elsewhere markings are lacking, the
kidney tissue being a uniform pink. The
calyces are very large, some of them extend-
ing to within 6 mm. of the outer surface of
the kidney; their lining is 1 mm. thick, white
and opaque. The pelvis of each kidney con-
tains 15 to 20 cc. of cloudy, white urine, and
its wall is 1 mm. thick, tough but not red-
dened. Both ureters are greatly dilated, be-
ing 2 cm. in diameter over a large part of their
course, and entering the bladder as thick-
walled ducts 5 mm. in diameter.
Pelvic Organs: Bladder is smooth and white

on its outer surface, its wall is 3 mm. thick,
and inelastic; and its inner surface is wrin-
kled, white, with innumerable red dots. It
contains 40 cc. of cloudy, white urine. Urethra

is patent. Uterus is 2 em. long, 1 cm. wide,
and 3 mm. thick, firm and pale. Ovaries and
oviducts appear to be normal.
Anatomical Diagnosis: Congenital cystic

kidneys; congenital dilatation of ureters;
chronic inflammation of bladder ; emaciation.
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The Autonomic Functions of the Personality.
By Edward J. Kempf, M.D. New York and
Washington: Nervous and Mental Disease
Publishing Co. 1918.

This interesting volume is an analysis of be-
havior stated in psychoanalytic terms and also
in terms of the autonomie nervous system. Tt
really is devoted to a study of the influence of
the autonomie nervous system upon the struc-
ture and behavior of the individual. The old
distinction of mind and body in the make-up
of personality is gradually being eliminated,
on the one hand by Adler, who approached the
problem of the neurotic character from the or-

ganic rather than the functional side, and on
the other by this recent contribution of Kempf
on the psychology of the emotions and the part
they play in the personality of the individual.
It seems from Kempf's material, that the old

James-Lange theory of peripheral origin of the
emotions, which, had been gradually relegated
to the scrap-heap of outgrown ideas, has been
here revived and made more basic in the light
of the newer studies of the vegetative nervous
system. According to the writer, affective crav-

ings or emotions have a peripheral origin in
certain motor-sensory functions of the auto-
nomie apparatus. The autonomie functions of
the organism tend to utilize and organize the
proficient functions so as to acquire a maxi-
mum of gratification for the environment with
a minimum expenditure of energy. The author
sees in the autonomie nervous system the primi-
tive means for recording the organic cravings

•of the individual and in the cerebrospinal sys-
tem, the means for adopting the organism to
its environment so as to secure a satisfaction
of its cravings.

The familiar psychoanalytic concepts of con-

flict, repression and the unconscious, thus re-

ceive a new interpretation in anatomical and
physiological terms. It is a useful book for
those interested in the problems of normal and
abnormal behavior, particularly from the
standpoint of determinism. Dr. Kempf has
done his work well and in a masterly fashion.
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